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DECLARATIoN by APPLICAi{T: !cri(6 !r{I s}cun cr:
1) I hereby confirm Ulat all details in this Form are True to the best of my knowtedge. Any hlle statement will render my Application & ongoing assistance, if ary,

liabl€ for rejectiot cancsllation.
2) I solemnly ilnfim that assistance, if received f.om Koshika Foundation, willbe used onlyfor the'purpos€', as stated in lhis Fo.m. for which such assistance

$/as requested by me.
3) I hereby confirm that I have not & will not in future, availof reimbursement, in pad or in full, from any othsr source/employer/insurance company. of the amount
for whbh this assistance is rcquested.
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1) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trusteos to

use/publish/put-up/reproduce my name. address, photo & details of lhe 'purpose', for which such assislance is requestedgranted, through any

medium. including but not limited to ve.bal, print, electronic, for soliciting donations tor Koshiks Foundation and/or disseminating information about it's

activities/achievements. Such use of my pholo & details can be made by Koshika Foundation belore or after my lreatment or fullllment ofthe'purpose'
for which assistance is being requested.
2) I (Applicant) further agree that any such use ol my name, address, photo & details ot the 'purpose", for which such assistance is requested/granted,

will not automatically entitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ol Koshika Foundation, and their decision is this regard will b€ final and acceptable to me.

t ) yq yq-, c{ .:cci uREr qr d,r} +1 crc a,r6{, I (qriq6) qr{ slqh d Sfr 6rdr t cc 'Emr6r stdtm qt{ Es+ qfrd " ei onrqa e,tdl (t6 t{ Tq,

va, rH qt{ ql Fsrlr rs vq: { c}frd t, Tt "6iRffi" qq qS, w, crnrcl Id 31hq i VS ffifreql 4k scEE{sI d ffi ffi t veR qqq

i sqrfir ir{i * ftrq qfs{i tr it vcx Er E{M ti rcrq * crd qr rn i r'ri * ftq "+lfrrqr vrc*{r" c ars qff{Td tr
zl I tqr*<el g <n { wra {ft tn nq, !-dt, dA ek tu{"r d f6 ttrrdr + vdyql d rfitd t ni era: {rrm 6I FEqTI ad rlr*r isq* {
'oiRffi' qq BF* afirql 6r fidq ifdq 3ftI irta-6rt +nt

By affixing hereunder, signature of ourAuthorised Signalory for recommending lhis case/pati€nt for linancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept lollowtng:
1) that we neither are presently nor will in future avail of flnancial assistance from another NGO or any other source,lor the same patienvcase, as we are

requesting to get [rom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation, in parl or in full, then the Hospital reserves it s right lo make up the shor$all hom anolher NGO or any other source. This
confirmation €sssntially ststes that the Hospital will nol avail any duplicatg assistancs for tho ssme pati€nt/case from any oth€r NGO or any other source.
2) The assistanc€ from Koshika Foundation is only financial in nature. The choice of lhe trealmenup.occdure advised/conducted by the Hospital on lhe
patient, is based on ths arrangemant between th6 pati€nt & the Hospital, and i8 in no rvay influgncsd by Koshika Foundation. Hence. the Hospital will
assume sole & complet€ rGsponsibility of the trgatment & its outcome & satety of the patient, and Koshika Foundation will have no role or rssponsibility
in the matter
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